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The statements made on this
An annual recertification survey and complaint

investigation #31750 and #31821, were
completed on August 12, 2013, through August

- Pian of correction are not an
admission to and do not constitute

14, 2013, at Pine Ridge Care and Rehabilitation an agreement with the alleged
Center. No deficiencies were cited related to deficiency herein.”
complaint investigation #31750 and #31821, The following plan constitutes

under 42 CFR Part 483, Requirements for Long

ter's allegation of substantial
Term Care Facilities. the center’s alleg

F 502 | 483.75())(1) ADMINISTRATION F 502 compliance such that the alleged
$8=D deficiencies cited have been
The facility must provide or obtain laboratory _ corrected by the date(s) indicated.

services to meet the needs of its residents. The
facility is responsible for the quality and timeliness
of the services.

What corrective action will be

This REQUIREMENT is ﬁof_met as evidenced F 502 accomplished for those residents ) 08/13/13
by: found to have bean affected by l
Based on medical record review and interview, - | = the deficient practice:

the facility failed to obtain a laboratory test as
ordered by the physician for one resident (#52) of

; : gl Resident #52 had Depakote level drawn
thirty-two residents reviewed. 8/13/13per physidanpor ders and

medication was continued for mood

The findings included: disorder after results obtained. New
orders were also obtained to
Resident #52 was admitted to the facility on redraw at next fab schedule.

December 23, 2008, with diagnoses including
Muscle Atrophy, Aphasis, Dementia with . . o3
Behaviors, Chronic Obstructive Pulmonary riow you will identify other

Disease, and Hypertension. Residents having the potential’

to be affected by the same

MEdical Tecord review of the PhYSiCian'S deficient practir_-e and what

Recapitulation Orders dated August 1-31, 2013,
revealed an order for a Depakote level { a
medication used fo treat seizures and manic

corrective action will be taken:

disorders associated with bipolar disorder} to be All residents with scheduled
completed every 4 months. ) - labs have the potential to be
LARORATORY BIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6} DATE

) ) ‘e ; -
Mb,uz, kSJb‘U_QJQ Ad minrstvector CR-a1-13
Any deficiency statermnent ending with an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following lhe date these documents are made available to the facility. 1f deficiencies are ciled, an approved plan of corection is requisite to continued
program participation.
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F 502 | Continued From page 1 F 502 MARS were audited on 8/14/13 by
‘ (2) RN Unit Mgrs, for accuracy.
Review of the laboratory reporis revealed the last
Depakote level was completed on January 10,
2013,
. . . . What measufes will be put
Interview with the Director of Nursing on August ] | hat systematic
. 14,2013, at 8:30 a.m., at the nurses' station, (nto place orwhat systematic
confirmed the facility had failed to obtain the changes will you make to
Depakote level for May as ordered and confirmed ensure that the deficient practice
the last Depakote level obtained was on January does not recur: .
10, 2013.
Labs will be placed on calendar .
and in Jab tracking log with Ongd 0
accuracy verified by 2 nurses,
1
How the corrective action{s) will
be monitored to ensure the
deficient practice will not recur;
i.c. what quality assurance program
will be put into ptace:
All labs will be audited daily by
the DON, ADON or RN Unit
Managers. Findings will be
Reported to the Performance .
Improvement commitiee 01150‘ hg
monthly. Any areas of
concern will be addressed
during the Performance
Improvement committee
Meeting.,
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